Objective: This study examined the prevalence of and changes in loss of control over eating (LOC) among pregnant women with overweight/obesity, along with associations between LOC and depressive symptoms and stress.
Women who begin pregnancy with overweight or obesity often have greater gestational weight gain (GWG) than is recommended and retain more weight postpartum. 1 One eating behavior that may impact GWG is loss of control over eating (LOC), the feeling that one cannot stop eating or control what or how much one is eating. 2 LOC is associated with higher body mass index (BMI), 3 weight gain, 4 and psychological distress among nonpregnant individuals.
2,4-8
In a community-based study, LOC was reported by one-third of pregnant women with obesity who did not have an eating disorder, using a singleitem. 9 In a study of women with eating disorders, LOC episodes decreased for nearly half and persisted for the remainder of women during pregnancy. 10 There are scant data on how LOC rates change from prepregnancy to pregnancy, and studies of prenatal LOC have utilized varied samples (e.g., community cohorts, or women with eating disorders), assessment methods (e.g., interviews, questionnaires, or single-items), and measurement periods (e.g., prepregnancy and pregnancy, or pregnancy only). [9] [10] [11] Women with obesity may experience LOC incidence as they gain weight and their eating changes during pregnancy, and may experience increased distress. However, to date, there have been no interview-based data evaluating LOC before and during early pregnancy or in relation to distress among community women with overweight/obesity. Accordingly, we assessed LOC via interview to describe the prevalence of and changes in LOC across the period before and during early pregnancy in a community sample of women with overweight/obesity. We evaluated when LOC was endorsed (prepregnancy, during pregnancy), and associations between LOC and demographic and weight-related variables, depressive symptoms, and stress. We hypothesized that LOC, and particularly LOC persistence from prepregnancy to early pregnancy, would relate to higher prenatal BMI, weight gain, depressive symptoms, and stress.
Methods

Participants
Two-hundred pregnant women completed assessments between 12 and 20 weeks gestation (Table 1) .
Procedure
Women were recruited from obstetric clinics for a longitudinal perinatal eating behavior study. Women were eligible if they were 14-years old, had a prepregnancy BMI 25 kg/m 2 , and a singleton pregnancy. Exclusion criteria were use of weight-affecting medications, participation in weight-management programming, or psychiatric disorders requiring immediate treatment.
Women completed interviews, questionnaires, and weight and height measurements using a digital scale and calibrated stadiometer. Participants provided written informed consent and were compensated. The study site's Institutional Review Board approved this research.
Measures
Demographic and weight information. Women selfreported demographic and pregnancy-related information, and prepregnancy weight, which has been shown to be valid among pregnant women. 12 Weight gain during early pregnancy (current minus prepregnancy weight), prepregnancy BMI (kg/m 2 ), and current BMI (kg/m 2 ) were calculated.
LOC. We administered the Eating Disorder ExaminationPregnancy Version (EDE-PV), a structured interview that assesses eating disorder psychopathology and has been found to be reliable among pregnant women. 13, 14 We obtained LOC data from the Overeating Section (objective bulimic episodes [OBEs] and subjective bulimic episodes [SBEs] ) in the past 3 months during pregnancy and the 3 months before conception (i.e., prepregnancy), yielding two measurement periods, similar to previous research. 
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Results
LOC Presence Versus Absence
More than one-quarter of the women (n 5 56; 28.0%) reported LOC before or during pregnancy. No demographic or weight-related variables were significantly associated with LOC presence (ps > 0.07).
On average, women reported a CES-D score of 12.02 (69.68) and a PSS score of 20.60 (68.78). Depressive symptoms and stress were associated (r 5 0.71, p < .001). Women with LOC reported more depressive symptoms (t(198) 5 23.14, p < .002, d 5 0.48) and stress (t(198) 5 23.11, p < .003, d 5 0.49) than those without LOC.
LOC Prepregnancy to Early Pregnancy
More women reported LOC during early pregnancy than prepregnancy (v 2 5 36.80, p < .001). In subanalyses (no LOC, incidence, persistence), no demographic or weight-related variables were associated (ps > 0.17). However, differences emerged in depressive symptoms (F(2, 189) 
women with LOC persistence evidenced the most symptoms, followed by women with incidence, and those without LOC (Fig. 1) . In pairwise comparisons, depressive symptoms (p < .03) and stress (p < .02) differed between women with LOC persistence and those without LOC. Symptoms among women with LOC incidence did not differ from the other two groups (ps > 0.17). Higher LOC episode frequency was associated with higher depressive symptoms (r 5 0.31, p < .001) and stress (r 5 0.22, p < .002).
Discussion
This study provides the first data on LOC rates among community women with overweight/obesity before and during early pregnancy using a structured interview. We documented that LOC was evident in more than one-quarter of the women before and during pregnancy (28% overall), and distress was most apparent among women in whom LOC was present before and during pregnancy (LOC persistence). Moreover, we found incident LOC during early pregnancy in this population at risk for excessive weight gain.
The current findings provide initial evidence that LOC rates in pregnant community women with overweight/obesity are similar to rates reported in previous studies of pregnancy and by nonpregnant women. Furthermore, these data indicate the emergence of LOC during pregnancy and underscore the importance of further study of LOC during the transition from pre-to early pregnancy in women with overweight/obesity.
Demographic variables were unrelated to prenatal LOC in this study. Some, but not all, previous studies have suggested that LOC and OBEs are more common among racial/ethnic minorities. 19 Against hypotheses, LOC was not associated with weight-related variables, possibly because all women had BMIs in the overweight/obese range, limiting our ability to detect associations. Future research is warranted with broader BMI ranges.
Across the sample, women's CES-D scores were below the clinical cutoff (16) , and PSS scores were comparable to adult norms. 16 However, women with LOC persistence reported clinically significant depressive symptoms and elevated stress, consistent with LOC data in nonpregnant individuals with obesity. [5] [6] [7] Distress levels among women with prenatal LOC incidence were not significantly higher than women without LOC and did not differ from women with LOC persistence. The severity of distress associated with LOC incidence may increase with ongoing LOC throughout pregnancy, and longer time intervals are needed to evaluate the impact of LOC incidence on distress.
Study strengths include assessment of a large, diverse sample of pregnant women and detailed LOC evaluation using the EDE-PV interview. Limitations include the cross-sectional design and retrospective recall, although this is common for eating measures. 13 Moreover, assessments addressed early pregnancy (not pregnancy in its entirety), and the 3-months immediately prepregnancy (not lifetime history). In the subanalyses, we did not include the eight women with LOC remission; data from larger samples will help clarify associations between LOC remission and distress across pregnancy.
Longitudinal research is needed to assess LOC throughout pregnancy and in relation to GWG, health behaviors, perinatal outcomes, and distress. If LOC predicts excessive GWG or poorer outcomes, developing and evaluating interventions that target perinatal LOC 20 may improve women's health and psychosocial functioning. 
